Disseminated fungal infections are becoming a major cause of morbidity and mortality in the immunosuppressed 1 • We report a case of disseminated Fusarium solani infection following a bone marrow transplant; one of the earliest manifestations was multiple subcutaneous nodules on the limbs, biopsy of which provided the diagnosis. This illustrates the importance of regular skin surveillance and the need to perform skin biopsies for histopathology and microbiology on cutaneous lesions in this group of patients.
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CASE HISTORY
In June 1995 a 38-year-old man with Philadelphia chromosome positive chronic myeloid leukaemia received a bone marrow transplant from a matched unrelated donor. 5 days after his transplant he developed palmar erythema, jaundice and abnormal liver function tests consistent with graft versus host disease and was treated with high dose methylprednisolone. On day 11 post transplant he developed a red, inflamed, tender left fourth toe with an associated swinging pyrexia. In spite of broad spectrum antibacterial therapy, the toe remained cellulitic and became gangrenous. Initial culture from the toe swab revealed growth of coliforms and Staphylococcus aureus.
He remained pyrexial and on day 20 developed multiple subcutaneous, tender, indurated, red nodules on both legs. A skin biopsy from one of the nodules was taken for histology and culture; histology revealed branching hyphae suggestive of fungi ( Figure 1 blood cultures were negative. Culture of the skin and a swab from the toe revealed growth of Fusarium solani some 3 weeks later, which was resistant to fluconazole and flucytosine but sensitive to amphotericin B (8 mg/kg).
The cutaneous lesions initially resolved. His clinical condition transiently improved but he subsequently deteriorated. A further abdominal ultrasound demonstrated lesions in his spleen and at operation the spleen contained multiple abscesses from which F. solani was subsequently cultured. He continued to deteriorate, developing lung lesions and further skin lesions. In spite of continued treatment with liposomal amphotericin B (8 mg/kg), to which the organism was sensitive in vitro, he died of overwhelming infection 3 months after his bone marrow transplant.
DISCUSSION
Fusarium species are ubiquitous in nature, occurring in water, the soil, decaying vegetation and as plant pathogens 1 • In humans and animals they are weakly invasive and occur as colonizers of tissues damaged by trauma or by other organisms. Invasion of deeper tissues, vascular invasion and subsequent overwhelming infection may be seen in the immunosuppressed. F. solani, F. oxysporum, F. moniliforme, F. proliferatum and F. anthophilum have been cultured from tissues of immunosuppressed humans-; F. solani is the most commonly isolated in disseminated disease', Portals of entry are not well understood but possible routes may be through inhalation 3 , via indwelling catheters 1 , or through damaged skin or nails''. In this case we felt that the most likely entry site was the damaged skin of his cellulitic toe.
Disseminated Fusarium infection is an increasing cause of morbidity and mortality-in immunosuppressed patients and the majority of cases occur in those with haematological malignancies/. 85% of patients develop skin lesions", often as one of the earliest manifestations. Cutaneous infection may take several different forms including painful, discrete, erythematous nodules 4 , 5j heaped-up keratotic masses, violaceous papules and nodules which break down to form black necrotic ulcers/; and erythematous plaques with central flaccid pustules-and fluctuant subcutaneous nodules". The lesions may exhibit a sporotrichoid pattern of spread".
Skin histology is indistinguishable from that of Aspergillus infection. Septate hyaline hyphae with dichotomous branching may be seen microscopically and there is a marked predilection for vascular invasion 1 . Unfortunately, organisms are multiply resistant and the death rate from infection exceeds 70%2. Recovery of neutrophil function appears to be the most important factor in resolution'': our patient remained neutropenic throughout his illness in spite of the use of granulocyte macrophage colony stimulating factor.
With intensification of antileukaemic therapy, resulting in more profound and prolonged myelosuppression, disseminated fungal infections are being seen with increasing frequency. The treatment of choice for disseminated Fusarium infections is amphotericin B; however, the mortality is still high. Cutaneous lesions are often one of the earliest manifestations and a skin biopsy for histopathology provides a rapid diagnosis and the opportunity for prompt implementation of the correct therapy. Culture of the skin reveals the specific fungus but several weeks may elapse before a definitive result is obtained.
